Sir,

A 55-year old nondiabetic, nonhypertensive, and nonsmoker female presented with dyspnoea for 1 month and swelling of face, neck, upper limb, and trunk for 2 weeks. Dyspnoea was gradual in onset, progressive, causing limitation of her daily activities. There was no history of palpitation, orthopnoea, paroxysmal nocturnal dyspnoea, and edema, or chest pain. The swelling started slowly, involving the neck and gradually involved face causing periorbital swelling and later involved upper part of trunk and upper limbs \[[Figure 1](#F1){ref-type="fig"}\]. The patient had a past history of tuberculosis for which she was treated completely and declared cured 5 years ago. Examination revealed swelling of face, neck, upper limbs with crepitus all over. Trachea was shifted toward the right side. Chest examination revealed harsh vesicular breath sounds with scattered coarse crepitations. An urgent chest x-ray was done that showed subcutaneous emphysema without any evidence of pneumothorax. Areas of fibrosis were noted in bilateral lung parenchyma. The patient was given high flow oxygen at the rate of 10 L/min, superficial surgical incisions were given at the level of thoracic inlet for the subcutaneous emphysema, but without of much benefit. CT scan of thorax showed gross bilateral subcutaneous emphysema, pneumomediastinum, minimal pneumothorax, and fibrotic changes in bilateral lung parenchyma \[[Figure 2](#F2){ref-type="fig"}\]. In due course of time, other investigations were done that showed a negative mantoux test and her sputum for AFB was negative on two occasions. As initial management failed to improve patient condition, 20 F intercostal chest drainage tubes were put bilaterally under local anesthesia after consulting with chest medicine department and cardiothoracic surgery department. Two days after placement of intercostal chest drain the patient showed dramatic improvement in the form of decrease in the periorbital puffiness with generalized decrease in the amount of swelling. The chest drains were removed after one week. Consequently subcutaneous emphysema reappeared and gradually progressed in the same pattern as before. As the patient developed spontaneous, recurrent subcutaneous emphysema and pneumothorax, she was transferred to cardiothoracic department for pleurodesis.
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![CT scan of thorax showing gross bilateral subcutaneous emphysema, pneumomediastinum, minimal pneumothorax, and fibrotic changes in bilateral lung parenchyma](LI-31-197-g002){#F2}

The presence of air in the subcutaneous layer other than surgical causes and when the cause is not clear it is called spontaneous subcutaneous emphysema. Subcutaneous emphysema in a post-tuberculosis patient may be due to tear of adhesions between visceral and parietal layer, local airway obstruction and alveolar rupture secondary to distal airway trapping.\[[@ref1][@ref2]\] Cavitary pulmonary tuberculosis leading to subcutaneous emphysema without pneumothorax or pneumomediastinum is extremely rare.\[[@ref3]\] Surprisingly, in this patient the amount of pneumothorax was too small to be diagnosed by X-ray. Simultaneous bilateral involvement is also not common. Here the case was treated completely for pulmonary tuberculosis and declared cured 5 years ago. At the time of this episode there was no suggestion of active tuberculosis but rather we encountered a delayed, difficult to control complication of old tuberculosis.
